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ROLAPSE of an intervertebral disc is a well-known condition in the white races. However, it does not appear to be so common among Africans, at least in Rhodesia. During the last 9 years as far as can be ascertained, we have removed a maximum of ~1 lmnbar discs from an African population numbering approxilnately 4,000,000. During the same period just over 1,000 lulnbar discs have been removed from a white population verging on 300,000. It seems therefore that there is a considerable difference in the incidence of the condition in the two races. It is certainly true that only a minority of African people who are sick attend hospital; however, back and leg pain can be very crippling so that it is reasonable to suppose that a fair percentage of those afflicted will seek medical care. Indeed, pain in the back is a relatively coimnon complaint noted by doctors in the outpatient department; it may even necessitate admission to the hospital for a few days of rest or a period at home without work. Most patients recover on this therapy; only a few become candidates for later surgical therapy.
Material and Methods
Of the ~1 patients operated on for this condition, the records of 16 are available for study and comprise the basis of this report; 15 of these were operated upon by the author. Fifteen of the 16 were males, but despite the fact that they were all engaged in manual labour, only four gave a history of back injury. Ten complained of slowly increasing back and leg pain, one for as long as 7 years, and one complained of progressive weakness of both legs. The one woman gave a history suggestive of trauma and complained of leg pain. The nature of the complaint, however, is often totally unrelated to the very obvious physical signs. Nine patients showed signs which could be regarded as typical of a herniated intervertebral disc; Received for publication July 11, 1966. five were admitted with paraplegia or paraparesis, although in four of these, pain was the major complaint. Two patients showed no abnormal physical signs but complained of back and leg pain. Preoperative Diagnosis. Plain x-rays of the lumbar spine showed no abnormality in 8 cases; narrowing of the disc space was noted in ~ cases, and some degree of osteoarthritis with or without narrowing in 6 cases. Myelography was performed on all these patients and demonstrated a complete block to the passage of oil in 6 cases, and almost complete block in two further cases. In the remaining 8 the picture resembled that which we usually find in this condition, although two of these showed a central protruberance which could easily have proceeded to obstruction of the spinal canal. The level of spinal involvement in all 16 patients is shown in Table 1 .
Operative Procedures. Because of the size of the disc protrusion and its site, only 7 could be removed through the conventional partial laminectomy. We performed a posterior fusion on 5 of these, although we do not routinely use this technique because of its rather poor rate of success. We consider that when the disc space can be completely cleaned out and the adjacent surfaces of the vertebral bodies scraped to remove the cartilagenous end plates, a sufficient interbody bony or fibrous union will occur to 31 provide adequate stability. This is not always possible through a small incision.
The remainder required a laminectomy to expose and remove anteriorly prolapsed discs (4), osteoarthritic ridges (2), bilateral herniation (5), and congenital abnormalities (~), or combinations of these findings. The congenital abnormalities included overhanging laminae in one case and marked thickness of the ligamentum flavum with lateral and anterior attachment of the ligament to the pedicle in the other. Both these congenital abnormalities constricted the dural canal from behind and grossly aggravated the prolapse.
Postoperative Findings. One patient required a further operation. This man was admitted with retention of urine and weakness of the legs. He was the only patient on the basis of whose myelogram we made a preoperative diagnosis other than that of herniated intervertebral disc; we thought that araehnoiditis was the cause of the trouble. At operation we noted and removed a prolapsed midline disc invaginating the anterior surface of the dura. Because of this finding, we did not open the dura despite the preoperative diagnosis. The patient did not improve and the myelogram remained unchanged. Re-exploration showed arachnoiditis of the cauda equina, presumably traumatic. The component nerves were tediously separated from one another, and the patient made some improvement and regained control of his bladder and some strength in his legs, but remained severely disabled. One patient who was paraparetic before operation required an extensive procedure for the removal of a large protruberant disc; he was totally paraplegic for a few days following operation, after which he improved steadily. The remainder were relieved of their pain; those who were paraparetic showed improvement soon after they had overcome the immediate effects of the operative procedure. At the time of their discharge from the hospital, 3 weeks to 5 months following operation depending on the rate of recovery from the paraplegia, all but two patients were free of symptoms. The two whose symptoms remained were the patient with arachnoiditis and one with foot drop which was present before operation and has persisted.
Late follow-up has been extremely difficult and is incomplete. Two patients, one with a F. Levy total laminectomy and one with a hemilaminectomy, have been advised to have a posterior fusion; so far both have refused this procedure and are able to manage with their disabilities. The patient with foot drop did heavy work for 3 years but has recently suffered a relapse and may need a further operation; he still requires a foot support. A middle-agcd messenger, who had a small disc removed at L4-5 followed by fusion, has made a complete recovery and has recently completed two arduous elephant-hunting trips. Four patients are greatly improved (including the patient who became paraplegic postoperatively) but it is too early for final assessment. The remaining 7 patients (including the man with arachnoiditis) have been lost to follow-up.
Discussion
It would appear that the syndrome of herniation of the intcrvertebral disc as it is known in its classical form rarely occurs among Africans; but when the disorder is seen, it is frequently in a much more serious form. It is surprising that the incidence is so low since heavy manual labour is so universal among African people. On the other hand, this may be of reverse significance. It may be that manual labour strengthens rather than weakens the musculature and ligamentous supports of the back and thereby reduces the likelihood of disc herniation. At operation and postmortem examination, no significant difference between the bony and ligamentous structures of the two races has been noted; nor does the incidence of degenerative conditions, as measured by the severity of osteoarthritis of the spine, appear to differ in the white or the black races. Fifty elderly Europeans and 50 elderly Africans were selected on a casual basis, the only criteria being that they were old and were not at that time complaining of their backs or necks. X-rays were taken of their cervical and lumbar spines. A scale of "degeneration" was devised and each x-ray subjected to evaluation on this basis. There was no statistical difference in the incidence of degeneration of the spine in the two races.
However there seems to be little doubt that there is a difference in the mobility of the spines of Europeans and Africans. Twelve fit young African men were compared with 12 similar European men. The volunteers
